Over four fifths of amputations are done because of vascular or metabolic disease in elderly people, who may have other medical conditions limiting their mobility.' Even in the absence of such medical conditions, however, elderly people with artificial limbs may not achieve the degree of mobility initially expected. Rehabilitation after amputation requires active participation by the patient and hence a minimum intellectual ability. We studied the relation between the success of rehabilitation and the intellectual state of elderly patients after amputation.
The table shows the mean scores, results of analysis of covariance, and correlation coefficients between intellectual ability and mobility grade. The time taken to complete the maze was related to age, but all the other results were significantly different (p<0 01), indicating an association between intellectual ability and the grade of mobility that can be achieved. Differences between the grades were related to intellectual state, and the inclusion of the psychomotor task explained more of the variance than the cognitive tests alone.
Comment
The study found a highly significant correlation between scores obtained on the cognitive assessment scale and the mobility of elderly patients with a prosthesis: the higher the score the better the mobility. Even though the mobility of patients with a prosthesis is generally considered to be a purely locomotor function, the cognitive state of the patient contributed.
We used the Clifton assessment procedures for the elderly instead of other, similar tests as they can be used by nurses and therapists without special training. We included the psychomotor test as we expected thereby to gain fuller information than from the test of cognitive abilities alone.
A total score on the cognitive assessment scale of at least 30 was associated with the ability to walk indoors and outdoors in patients without medical factors limiting mobility. Only 4% of all the subjects achieved this score and were unable to walk outdoors. Only 2% of all the subjects could walk outdoors and scored less than 30.
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